Pigmented contact dermatitis (PCD) is a noneczematous variant of contact dermatitis, characterized clinically by hyperpigmentation with little or no signs of dermatitis. The commonly implicated agents causing PCD include cosmetics like fragrances, lipsticks and kumkum, preservatives, optical whiteners, benzyl salicylate and metallic compounds like nickel sulphate and nickel oxide. We present a case of PCD in a 45-year old textile factory worker, who presented with gradually progressive asymptomatic hyperpigmentation of the face which started after he started working in a textile factory. Patch test revealed sensitization to p-Paraphenylenediamine, thereby confirming the diagnosis of PCD to p-Paraphenylenediamine.
INTRODUCTION
Pigmented contact dermatitis (PCD) is a noneczematous variant of contact dermatitis, characterized clinically by hyperpigmentation with little or no signs of dermatitis. PCD has been found to be caused by a large number of agents with the most commonly implicated ones being cosmetics like fragrances, lipsticks and kumkum, preservatives, optical whiteners, benzyl salicylate, minoxidil and metallic compounds like nickel sulphate, chromium hydroxide and nickel oxide [1] . Herein, we present a case of PCD in a 45-year old textile factory worker, who presented with gradually progressive asymptomatic hyperpigmentation of the face which started after he started working in a textile factory.
CASE REPORT
A 45-year-old man presented with a three year history of worsening non-pruritic pigmentation over the face. The pigmentation started over the forehead and over the period of time involved the whole face but remained asymptomatic throughout. The patient correlated the onset of lesions with his change in job, when he started working in a textile factory where he was engaged in the job of textile packing. There was no history of any similar lesions prior to that and the patient gave no history of any drug intake or hair dye use but the patient was using regular toiletries like cold creams and soap. He had no personal or family history of atopy or any similar condition in the family members. On examination, there were hyperpigmented patches, symmetrically distributed over her forehead and cheeks with relative sparing of the nose and the malar prominences (Fig. 1) . Nails, mucosae, hair and rest of cutaneous examination was normal. Systemic examination and routine laboratory investigations revealed no abnormality.
Differential diagnoses considered included pigmented contact dermatitis and melasma. The clinical appearance and the patient's age were considered less typical for melasma.
Patch tests were performed with Indian standard series, cosmetic series and the patient's own products using Finn Chambers, and were read after 48 and 72 hours.
The patch test showed positive (2+) reaction to p-Paraphenylenediamine (PPD) (Fig. 2) . Other allergens and patient's own products showed negative response.
On the basis of history, clinical examination and patch test, a diagnosis of PCD to PPD was made. The patient was advised a change in job profile which he refused and was started on topical 4% hydroquinone cream at night with sunscreens during daytime. After three months of therapy, there was only a mild improvement in symptoms.
DISCUSSION
The term "pigmented contact dermatitis" was coined by Osmundsen in 1970, who described an epidemic of melanosis in Copenhagen which was due to contact dermatitis caused by an optical whitener present in a washing powder [2] . A large number of chemicals with a similar tendency to induce PCD have been identified in the subsequent years. The exact mechanism by which these chemicals induce pigmentation is unknown but it has been postulated that these agents produce a cytolytic type of type IV allergy mainly at the basal layer of the epidermis that results in pigmentary incontinence [3] .
Clinically, PCD manifests as reticulate reddish brown or slate grey pigmentation without any signs of preceding inflammation like itching, erythema or scaling. PCD usually occurs due to direct contact with the allergens and the sites coming in contact with the causative agents are commonly affected with face being the most commonly involved site. Diagnosis is mainly done on clinical examination but patch test has been found useful in confirmation of the diagnosis [1] . Patch testing should be carried out with standard series, cosmetic series, fragrance series and the personal products of the patients as it helps in identification of the causative agent. In an Israeli study, 26 patients with PCD were subjected to patch test and the most commonly identified allergens were nickel sulphate, fragrance mix and potassium dichromate [4] .
PPD, an arylamine derivative first described by Hoffmann in 1863, is one of the most commonly implicated agents causing contact sensitivity. It is a commonly used coloring agent and is present in hair dyes, dyes for henna tattoos, textiles, leather and fur, and black rubbers. Being a member of 1,4-substituted benzenes, it cross-reacts with para-amino benzoic acid (PABA), sulphonamides, para-amino salicylic acid, ester anesthetics, thiazides, sesquiterpene-lactone mix, and azo dyes [5] . The reported prevalence of positive patch test reactions to PPD among dermatitis patients is 4.4% in Asia, 4.1% in Europe, 6.0% in North America, and 11.5% in India. The most common clinical presentations of PPD sensitivity include contact dermatitis localized to sites of contact or photoexposed skin, periorbital dermatitis, airborne contact dermatitis, hand dermatitis and pigmented contact dermatitis [6] .
Contact sensitivity from PPD is becoming a prevalent health problem. Strict regulations are required to regulate its concentration in various products. As it is used in a large number of industries, it can pose a risk for various occupational groups as well as the general public. There needs to be a continued awareness among 
